Introduction
Henoch-Schönlein purpura (HSP), a systemic vasculitis, usually manifests as a combination of purpuric rash, arthritis/arthralgia, renal disease, and gastrointestinal symptoms.
Gastrointestinal symptoms occur in about half of children with HSP and range from mild (nausea, vomiting, abdominal pain, and transient paralytic ileus) to more significant (gastrointestinal hemorrhage, bowel ischemia and necrosis, intussusceptions, and bowel perforation) (1, 2) . Acute pancreatitis may be a rare complication of HSP. It tends to develop during the first week of the illness after characteristic palpable purpura (3) (4) (5) (6) , but may develop as an initial presenting feature before or at the same time as the typical rash (7) (8) (9) (10) (11) (12) . We describe here a patient with acute pancreatitis as a complication of adult HSP. To our knowledge, this is the first such case reported in Korea.
Case Report
A 52-year-old man was hospitalized in a tertiary medical center in December 2010 with a three day history of bilious vomiting and colicky abdominal pain. Ten days prior to admission, he had pain and swelling of both ankles and an erythematous purpuric rash over his upper and lower extremities.
There was no history of trauma, medication, chronic illness, or current alcoholic intake, and his family history was unremarkable.
On physical examination the patient was acutely ill, with a body temperature of 36. Fig. 2A, B) . A kidney biopsy showed focal extra-capillary proliferative glomerulonephritis (GN), with immunofluorescence (IF) microscopic examination showing glomerular (mesangial) IgA deposits (Fig. 3) . Skin biopsy showed non-specific mild perivascular lymphocyte infiltration.
The patient was diagnosed with HSP complicated by acute pancreatitis and GN according to typical musculoskeletal, gastrointestinal, and renal manifestation, although skin lesion was not typical. The patient was placed on bowel rest and started on intravenous methylprednisolone (60 mg/day). Serum amylase and lipase concentrations became normal on the eighth day of treatment and the patient's clinical status improved. A follow-up abdominal CT scan on the ninth day was normal (Fig. 2C, D) . Three months after discharge, however, the patient still had active urinary sediment.
Discussion
Our patient showed classical signs of HSP, including non-thrombocytopenic purpura over his upper and lower ex- 
